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An initial certification survey was conducted from
10/23/18 through 10/25/18. A sample of three
clients was selected from a population of five
males with varying degrees of intellectual
disabilities. This survey was conducted utilizing
the full survey process.

The findings of the survey were based on
observations, interviews and review of client and
administrative records.

The survey findings determined that the facility
was in substantial compliance with the
requirements of 42 CFR 483, Subpart |,
Requirements for Intermediate Care Facilities. No
deficiencies were cited.
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An emergency preparedness survey was
conducted from 10/23/18 through 10/25/18.

The facility was in substantial compliance with the
requirements of Emergency Preparedness
Requirements for Medicare and Medicaid
Participation for Intermediate Care Facilities for
Individuals with Intellectual Disabilities (ICF/IID).

No deficiencies were cited.
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A full licensure survey was conducted from
10/23/18 through 10/25/18. A sample of three
residents was selected from a population of fives
males with varying degrees of intellectual
disabilities. The findings of the survey were based
on observations, interviews, and reviews of
resident and administrative records.
The survey findings determined that the facility
was in substantial compliance with the
requirements of Title 22 Public Health and
Medicine Chapter 35 Group Homes for
Individuals with Intellectual Disabilities.
No deficiencies were cited.
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